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LETTERS TO THE EDITOR 
Doppler Detection of Ventricular 
Septal Defect 
Eisenberg et al. (I) have demonstrated the value of pulsed Doppler 
echocardiography in the diagnosis of ventricular septal rupture after 
inferior myocardial infarction. The parasternal short-axis view may 
indeed be optimal for this Doppler ex.amination in some patients. 
In others, however, the direction of blood flow across the septum 
may be such that the optimal transducer position is subxiphoid. 
We recently studied a 62 year old white man who had sustained 
an inferoposterior myocardial infarction complicated by rupture of 
the interventricular septum near the apex. Doppler echocardiog-
raphy from the parasternal and apical views suggested turbulent 
flow from the left to the right ventricle across the septal defect. 
The subxiphoid view, however, provided a Doppler study with 
higher signal amplitude and higher maximal frequency shift (Fig. 
I). This would suggest that the direction of blood flow across the 
septal defect was toward the subxiphoid region, reSUlting in a small 
angle between the direction of blood flow and the Doppler beam 
(" angle 8"). 
It did not seem unusual to us that blood flow across an infero-
posterior septal defect was directed toward the subxiphoid region. 
These data, along with those of Eisenberg et aI., suggest that the 
optimal transducer position for Doppler examination of ventricular 
septal defect due to myocardial infarction will depend on the po-
sition of the defect and the direction of the blood flow across it. 
It is likely that the combination of left parasternal views and subxi-
phoid views will be most productive. 
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Figure 1. Doppler flow velocity spectrum obtained 
from the subxiphoid position with the sample vol-
ume in the right ventricle anterior to the interven-
tricular septal defect. High velocity flow toward the 
transducer is seen primarily in systole, indicating a 
shunt from the left ventricle (LV) to the right ven-
tricle (RV). ECG = electrocardiogram; LA = left 
atrium. 
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Reply 
We agree that detection of ventricular septal rupture by Doppler 
techniques may require alternate transducer positions in different 
patients to optimize the direction of the ultrasound beam with 
respect to flow. Thus, in the experience of Miyatake et al. (I) 
most patients were identified with the transducer oriented from 
apical four chamber views. Miyatake et al. (1) described detection 
of presystolic acceleration of flow toward the transducer (their Fig. 
4). This pattern is observed in the Doppler spectra presented by 
Hoadley et aI., as well as in one of our patients. As suggested by 
Miyatake et aI., this pattern may represent higher end-diastolic 
pressures in the left than in the right ventricle, as also shown in 
our patients. This phase is best appreciated with the use of low 
wall motion filter settings as shown in the case presented by Hoad-
ley et al. 
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